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Abstract: 
Project Access provides free primary and specialty care for low-income uninsured 
residents of Buncombe County, NC through a physician volunteer network. In 2010, we 
replicated a 1998 study investigating health issues among Project Access (PA) patients. Over 300 
patients enrolled in PA in 2009 were surveyed by telephone. Currently, as compared to 1998, 
fewer patients were employed (31% vs. 44.2%, p<0.05), more patients were unable to return to 
work (15.6% vs. 8%, p<0.05), and patients were enrolled in PA for longer (24.5 months vs. 14 
months). The SF-12 Physical Health score was worse in 2010 (p<0.05). With the implementation 
of Health Reform, certain groups of people will still require PA services, but a significant portion 
will be covered by Medicaid; with this increase in people reporting poorer health status, 
Medicaid resources may be strained even more than anticipated and impose costs that our state 
may not be able to afford. 
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Introduction 
Nationally, one-third of all Americans are either uninsured or covered by Medicaid. More 
than 46 million Americans lack health insurance and 55 million are enrolled in Medicaid
1
. To the 
extent that this population receives health care, most of that care comes from private physicians
1. 
Approximately 260,000 physicians provide free or reduced-rate care for low income uninsured 
patients
1
. One study found that among patients either without insurance or on Medicaid, 10.6% 
went to community health centers for primary care, 11.5% to hospital outpatient departments, 
and 77.9% of patients went to private physicians’ offices
2
. In order to streamline the delivery of 
care, improve quality of care and increase numbers of uninsured who receive care, volunteer 
organizations like Project Access in Asheville, NC standardize administrative tasks, assure free 
services to enrollees, and equitably distribute care for uninsured across all physicians
1,3
. 
Since 1996, Project Access, one of more than 50 such physician volunteer programs 
nationwide, has provided free medical care to low-income uninsured residents of Buncombe 
County, North Carolina.  Located in the Blue Ridge Mountains, Buncombe County has a 
population of 231,452 that is 90% White, 7.1% Black, and 4.6% Hispanic
4
. Asheville, the county 
seat, has 72,789 people
4
. In 2008, 14% of the county’s population was below the federal poverty 
level, and 34% lived below 200% of the poverty level
5
. 
Project Access is a structured volunteer physician network that provides both primary 
care and specialty services to uninsured county adults 18 years and above up to 200% of the 
poverty level.  Patients receive free physician visits, free hospitalizations, free labs and x-rays, 
low co-pay medications, and other supports
6
. Patients are typically recommended for enrollment 
by physicians, screened by Project Access staff to ensure they meet the eligibility criteria, and 
are then enrolled in the program for 6 months, though this can be renewed indefinitely as needed. 
Private physicians often request enrollment of current patients who might fit entry criteria and 
also agree to accept referrals. Specialists generally agree to accept 20 new patients each year and 
primary care doctors agree to accept 10 patients per year or to volunteer at the local free clinic
6
. 
The vast majority of uninsured patients receive primary care at various clinics in the county; 
these clinics then use Project Access to assure specialty physician care.  Currently over 600 
physicians (85% of all local medical society members) participate in Project Access, which 
serves 1000 patients at any given moment, and about 2700 patients annually (personal 
communication with Project Access staff, October 5, 2010).  
In 1998, Project Access conducted a survey of patients enrolled in Project Access in 1997 
to examine health care access and utilization, employment and insurance status, ability to work, 
and health status. We replicated this study by interviewing patients who used Project Access to 
receive medical care in 2009. Our goals were to identify if and to what degree Project Access 
patients as a population have changed over the past 12 years, and how their utilization of Project 
Access’s health services have changed or evolved over time. We think this information will be 
useful to the county as they plan for healthcare services needed during and after Health Reform. 




Population studied.  In 2009, 2734 patients were enrolled in Project Access (see Figure 1). As 
in the original 1998 study, patients who were only minimally involved in Project Access (i.e., 
those who only had one visit during the year) were removed from the sample, leaving 1716 
remaining patients. Next, minors (n=33), and patients who requested to receive materials from 
Project Access in languages other than English (n=277) were excluded from the study because 
our interviewer was not bilingual, leaving 1406 eligible patients. A sample size of 302 patients 
would allow valid estimates with a sampling error of no more than 5% at the 95% confidence 
level. Patients were randomly assigned numeric identifiers and were then called in numeric 
order. During May and June, 2010, 896 patients were called and 302 (33.7%) interviews were 
completed. Patients were called up to three times, at different times in the day. One hundred 
sixty eight (18.8%) phone numbers were disconnected, 58 (6.5%) were no longer the correct 
number, and seven  (.8%) phone numbers belonged to friends or relatives of the patient who 
were no longer able to get in touch with the patient. Eleven patients refused to participate in the 
survey or hung up on the interviewer, six patients were too sick to speak, and three patients were 
deceased. Due to the sensitive nature of the survey questions, patients were given the option of 
requesting to be called back at a more convenient time (n=98), and only home phone numbers 
were called. 
Variables measured. Patients were asked if they were currently enrolled in Project 
Access, their current employment status, as well as their employment status at the time they first 
enrolled in the program. Project Access’s influence on work status was measured by asking 
patients if the health services they received impacted their ability to work. Similarly, patients 
were asked if their health limited either the amount or kind of work they could do both at time of 
enrollment in Project Access and at time of interview. Insurance status was measured by asking 
patients if they belonged to a group medical insurance plan, with a follow-up question to specify 
the type of insurance, if applicable. Primary care home was obtained by asking patients where 
they go for medical care, which was coded as the name of a physician, the health department or 
federally qualified health center, community clinic, the hospital, or nowhere. Access to care was 
measured by asking patients if they had difficulty seeing a doctor when they needed to, and if 
they had seen a doctor for a routine check-up in the past two years. Patients were asked to 
compare their health status at the time of interview with their health status at the time of 
enrollment in Project Access. Finally, patients were asked if they had used the Emergency 
Department during their enrollment in Project Access. 
Short-Form 12. The interview concluded with the 12 questions that make up the Short 
Form-12 (SF-12). The SF-12 provides a composite mental health score and physical health score, 
as well as eight additional health concepts, specifically, physical functioning, role limitation due 
to physical health problems, bodily pain, general health, vitality, social functioning, role 
limitations due to emotional problems, and mental health
7
. The SF-12 is a valid, reliable 
measurement tool widely used in clinical trials to measure functional status
7
. 
Demographic variables. The age, race/ethnicity, gender and education history of each 
patient was supplied from the Project Access database. 
Statistics.  Z-tests were conducted for all variables where a normal distribution could be 
assumed and t-tests were calculated for specific SF-12 measures. 
 
Results 
Sociodemographic variables. Of the 302 patients surveyed, 74.1% (n=223) were female, and 
the average age was 49.7 with a range from 20 to 71 years old, while the median age was 51.5 
(see Table 1). Eighty three percent were White (n=249), 11.4% Black (n=34), and 2.7% Hispanic 
(n=8). Comparatively, Buncombe County is 90% White, 7.1% Black, and 4.6% Hispanic
4
. Of 
patients surveyed, 22.6% (n=68) had not completed high school, 39.2% (n=118) were high 
school graduates or equivalent, 22.9% (n=69) had completed some college, and 15.3% (n=46) 
were college graduates. In Buncombe County, 18.9% of adults over the age of 25 have not 
completed high school, 50.1% are high school graduates, and 31% are college graduates
8
. 
At the time the interview was conducted, 69.1% (n=208) of patients were no longer 
enrolled in Project Access. Among patients no longer enrolled in Project Access, the average 
length of time they had been enrolled was 12.5 months. Among current members, the average 
time enrolled was 24.5 months.   
Work. Patients reported their current employment status at the time of the interview as 
well as their employment status at the time of enrollment in Project Access. At time of interview, 
31% (n=93) of patients were employed for wages, seven percent were self-employed (n=21), 
11.7% (n=35) had been out of work for less than one year, 24% (n=72) had been out of work for 
more than a year, and 17.3% (n=52) were unable to work. At enrollment, 33.7% (n=100) were 
employed, 7.4% (n=22) were self-employed, 13.8% (n=41) had been out of work for less than a 
year, 29.3% (n=87) had been out of work for more than a year, and 11.4% (n=34) were unable to 
work.  
When asked how the health services they received through Project Access impacted their 
ability to work, 16.9% (n=50) of patients indicated that the services helped them do a better job 
at work and 8.8% (n=26) reported those health services facilitated their return to work from not 
working. In addition, 53.6% (n=158) of patients indicated that the health services had no impact 
on their ability to work, and 15.6% (n=46) indicated that they were unable to return to work due 
to their health. Further questions were asked about patients’ health limiting the kind of work and 
the amount of work patients could do. Responses indicated that 48.8% (n=147) of patients 
thought they were limited in the kind of work they could do at enrollment, compared with 45% 
(n=135) at time of interview. Likewise, 44.1% (n=132) indicated they were limited in the amount 
of work they could do at time of enrollment compared to 42% (n=126) at interview.  Among the 
208 patients no longer enrolled in Project Access, 24.5% had since obtained health insurance 
(n=51). Of those 51, 7 patients (or 13.7%) had gotten private insurance. The remaining patients 
have Medicaid, Medicare, or both.    
Source of care/Access to care. When patients were asked where or to whom they go for 
medical care, 26% (n=79) listed a private physician, 58% (n=175) mentioned either the 
Buncombe County Health Department or the local Federally Qualified Health Center (FQHC), 
6.6% (n=20) listed one of two community clinics, and 1% (n=3) listed the hospital or another 
urgent care facility as the place they go for care (see Table 2). At least 19 patients responded that 
they do not have a doctor or said there is “nowhere” they go for care, though none of those 
patients were currently enrolled in Project Access. 
About 69% (n=208) of patients reported having a routine check-up in the last year and an 
additional 49 patients reported having a routine check up in the past two years (total of 85% of 
patients had a check-up in the past two years).  In terms of barriers to care, 24.6% (n=74) of 
patients said there had been a time in the last six months when they wanted to see a doctor but 
were unable to for a reason other than cost (such as difficulty getting an appointment). Among 
formerly enrolled patients 63.3% (n=138) said there had been a time since they left Project 
Access when they needed to see a doctor but could not because of cost.   
Health Status. Patients’ reported changes in health during enrollment in Project Access 
followed a normal distribution. Eleven percent of patients (n=33) thought their health was much 
better now than when they first enrolled in Project Access, 27.8% (n=83) thought it was better 
now, 35.5% (n=106) thought it was the same, 18.1% (n=54) thought their health had gotten 
worse, and 7.7% (n=23) thought their health had gotten much worse in that time. Additionally, 
28.9% (n=85) patients confirmed that they had used the Emergency Department at least once 
while they were enrolled in Project Access.  
While both primary and specialty health services are available from Project Access, 1% 
(n=3) of patients used only primary care services, 67.5% (n=204) used only specialty care 
services, and 31.4% (n=95) used both primary and specialty care services.   
The Physical Component Summary (PCS) score is created by combining the scores for 
physical functioning, role limitations due to physical health problems, bodily pain, and general 
health. In 2010, the PCS score was 37 compared to a national norm of 50.12 (see Table 3) and 
60% of the scores were below the national norm (see Figure 2). Broken down into age groups, 
the 18-24 age group was slightly above the national norm, but all other groups fell well below 
national norms. The +65 age group fared second best, though both of these groups (18-24 and 
+65) were quite small (7 and 22 people respectively).  
The Mental Component Summary (MCS) score is comprised of vitality, social 
functioning, role limitations due to emotional problems, and mental health. The MCS score was 
44.03 compared to a 50.04 national norm, and only 45% of scores were below national norms 
(see Figure 2). Again, the 18-24 age group scored above the national norm and all other age 
groups scored below national norms. 
When looking at scores for the eight health concepts individually, in seven out of the 
eight concepts, over 50% of the PA patient population scored below the general population norm 
(see Figure 2). Specifically, 59% of our patients scored below national norms on physical 
functioning, 70% on role limitations due to physical health, 59% on bodily pain, 83% on general 
health, 53% on vitality, 53% social functioning, 56% on role limitations due to emotional 
problems, and 49% scored below national norms on mental health. Finally, the SF-12 provides 
an analysis on the first stage of depression screening. In the general population, 20% of people 
are at risk for depression while among our patients, 32% are at risk for depression. 
Open-ended comments. Patients were afforded the opportunity to provide additional 
information about their experiences with Project Access. There were 155 comments of thanks for 
the program or positive stories of how Project Access changed patients’ lives. Examples include:  
 “It has all been wonderful, and I really thank God daily for Project Access.”  
 “It was great. They came in and enabled me to see a specialist, to be able to get 
the biopsy, and to find out what the level my health was, which resulted in me 
getting disability. I would much rather be working, don't get me wrong. I'd much 
rather be back at my job, but since I couldn't do that, through Project Access I was 
able to get disability.” 
 “Project Access was great for me. I had surgery that there is no way ever I could 
have had it done. I had a hysterectomy. I had a cyst the size of a baby. There is no 
way I could have ever had that done without Project Access. I'm red-headed and 
fair skinned. I've never been to a dermatologist in my life. Project Access helped 
me to go, and I had about 16 spots taken off. Some of them were pre-cancerous. If 
I had waited until I could have paid for a doctor, I would have died.” 
Thirty-three comments included suggestions for improvement primarily extending 
services to include dentistry, physical fitness, and more specialty services. 
Similarities between 2010 and 1998. Most socio-demographic characteristics of the 
patients sampled were similar in 2010 and in 1998 including gender, age, race, and education 
completed. Employed for wages, self-employed, and out of work for less than one year at 
enrollment were all similar, as well as self-employed status at interview. The mental component 
summary score in the SF-12 was almost identical in the two time groups. Many of the remaining 
variables, including length of enrollment in Project Access, source of care, access to care, and 
physical summary score were statistically different in 2010.  
Differences Identified between 2010 and 1998. The contact rate in 2010 was lower 
(33.7% compared to 61.8%; p<0.05) and the proportion of disconnected phones was higher 
(18.75% compared to 10%; p<0.05) (see Table 4). More patients were no longer enrolled in 
Project Access at time of interview in 2010 versus 1998 (69.1% compared to 51%; p<0.05). We 
were unable to verify the statistical variance in the amount of time spent in Project Access in 
1998, and thus could not test for statistical significance, but in 1998 when the program was much 
younger, the average length of time enrolled in Project Access among both current and former 
members was shorter than in 2010 (14 months and 6 months respectively). 
Patients interviewed in 2010 as compared to patients in 1998 were less likely to be 
employed for wages (31% vs. 44.2%, p<0.05) and more patients were out of work (35.7% vs. 
11.9%, p<0.05). Additionally, at time of enrollment, more patients in 2010 had been out of work 
for more than one year (29.3% vs. 10%; p<0.05). Fewer patients in 2010 as compared to 1998 
reported that Project Access helped them return to work (8.8% vs. 25%, p<0.05) and more of 
2010 patients claimed that they were unable to return to work (15.6% vs. 8%, p<0.05). Finally, 
fewer formerly enrolled patients obtained health insurance in 2010 than in 1998 (24.5% vs. 46%; 
p<0.05), and of those who had gotten insurance, fewer received it from their employers (13.7% 
vs. 69%; p<0.05). 
More patients received primary care from public clinics in 2010 as compared to 1998 
(58% vs. 24%, p<0.05) and fewer patients received primary care with private physicians (26% 
vs. 66%, p<0.05) regardless of whether patients were currently or formerly enrolled in Project 
Access when the interview was conducted. In 2010, more patients have had difficulty seeing a 
doctor after leaving Project Access due to cost (63.3% vs. 35%, p<0.05), while fewer patients 
have seen a physician for a routine check-up in the past two years (85% vs. 98%, p<0.05). 
Finally, the distribution of primary vs. specialty care services has shifted, so that a higher 
proportion of patients enrolled in Project Access saw specialists in 2010 (67.5% vs. 55%, 
p<0.05) reflecting more patients receiving primary care at public clinics and only enrolling in PA 
when they require specialty services.  
When comparing patients in 2010 to 1998, SF-12 scores are generally lower for all age 
groups. In addition, the PCS score of 37 for the 2010 patient population was significantly worse 
than the 1998 population’s score of 39.91 (p<0.05). The 1998 MCS score of 44.41 was 
consistent with the 2010 score of 44.03. 
 
Discussion: 
The current Project Access patient population is challenging to contact by phone as 
evidenced by a 33.7% contact rate and a fairly large disconnected phone rate (18.75%). These 
rates are worse than the 1998 rates of 61% contact rate with 10% disconnected phones. 
Logistically, the inability to reach patients via telephone creates challenges for Project Access 
staff who may need to reach patients to discuss upcoming appointments, enrollment details, or 
supportive health programs. 
Compared to Buncombe County as a whole, the Project Access patient population skews 
female and older, and includes more racial and ethnic minorities, as well as being less educated. 
Research has found that many heads of households that are uninsured are younger than their 
insured counterparts, are less educated, and are more likely to be nonwhite
9, 10
. Unlike other 
uninsured populations, the Project Access population is older on average (mean age 43 in 1998, 
50 in 2010), possibly because the few patients under 18 were excluded from our sample.  
However, the age discrepancy could also reflect trends in employment or other social factors in 
the area, such as Asheville being a very popular retirement destination. 
Project Access was designed partly to solve patients’ medical problems so that they could 
return to fulltime employment with employer-provided health insurance; however, the 
employment situation in Buncombe County has changed since the original study was conducted. 
Between enrollment in Project Access and the time the interview was conducted in 1998, the 
percentage of patients who were working increased from 38.7% to 51%. When the study was 
replicated in 2010, there was a decrease from 41.1% of patients working at enrollment to only 
38% at interview. These data may reflect the economic crisis that began in 2007, but may also 
suggest that patients are less healthy and thus unable to obtain employment.  Buncombe 
County’s unemployment rate reached 9% in 2009, whereas it was 3.1% for 1997
11
.  
In addition over time, the percentage of patients covered by insurance decreased, the 
ability of Project Access’s health services improving work functioning decreased, and the 
number of patients who are unable to return to work at all increased.  There are several possible 
explanations for these changes. In the 15 years since the first patient was seen in Project Access, 
more than 20,000 patients have moved through the program. It is possible that those who were 
able to be helped and return to employment with insurance have already completed that 
transition and were not captured in the 2010 replication. It is also possible that patients 
interviewed in 2010 are capable of gaining fulltime employment, but the barrier to that outcome 
is the economy, not the health of patients. 
Unlike the national trend to provide care for uninsured patients in private physicians’ 
offices, Project Access patients now receive their primary care mainly at low income clinics
1
. 
Furthermore, this development occurred after the initial study was completed in 1998.  In 
addition, beginning in 1995, additional low-income primary care clinics were developed and the 
Buncombe County Health Department increased its capacity to provide primary care for low-
income, uninsured patients, in large part based on the presence of the Project Access specialty 
referral network of physicians.  
Since 1998, almost twice as many former Project Access patients have been unable to see 
a doctor due to cost (63% in 2010 compared to 35% in 1998). Strikingly, the 2009 Behavioral 
Risk Factor Surveillance System (BRFSS) survey found 17% of North Carolinians surveyed had 
been unable to see a doctor due to cost in the prior 12 months, highlighting a dramatic difference 
between the study population and the surrounding state
12
. Meanwhile, the proportion of patients 
who have had a routine check-up in the past one year has declined from 89% to 69.6%. 
Interestingly, according to the 2009 BRFSS, 70.8% of North Carolinians received a check-up in 
the past year, indicating that access to routine check-ups may not be a larger burden for Project 
Access patients than others
12
.  
The SF-12 data demonstrates that the overall health of Project Access patients in 2010 is 
worse than the health of the general population. Thus our data supports other published reports of 
low-income, uninsured patients generally having worse health outcomes than insured patients
13
. 
Furthermore, one study using the SF-12 found that patients without health insurance had lower 
PCS scores and MCS scores than patients with certain health conditions, such as diabetes, 
hypertension, and heart disease
13
. 
The Physical Component Summary (PCS) score of 37.0 in 2010 as compared to 39.91 in 
1998 is more than one standard deviation below the national mean of 50, and lower than the 
average PCS score in a survey of homeless men in southeastern USA, as well as a study of low-
income, uninsured men in California
14, 15
.  By age groups, 45-54 years-olds and 55-64 year-olds 
had the lowest PCS scores (31.98 and 32.23 respectively), indicating that middle-aged patients 
have the worst physical health among Project Access patients.  Other research has found a 
general decline in PCS scores associated with increasing age, though the relationship is strongest 
for individuals over the age of 70
16
. In the current study, the most extreme contributing factors 
were general health and role limitations due to physical health. The PCS score likely decreased 
due to a variety of factors, including increased unemployment and the worsening of many 
chronic conditions. Overall, our population of PA patients in 2010 has worse physical health than 
populations of uninsured in other geographical locations in the nation. 
The Mental Component Summary (MCS) score of 44.03 in 2010 was almost identical to 
the 1998 score of 44.41, again compared to a national mean of 50. Comparatively, the MCS 
score in the Project Access population was higher than the scores of similar patient populations 
mentioned earlier (homeless and uninsured men) 
14, 15
. Project Access patients 25-34 years-old 
and 45-54 years-old had the lowest scores at 37.83 and 37.62 respectively. Though still below 
national norms, the relatively high MCS score is surprising as low-income uninsured patients are 
often found to have a higher incidence of mental health problems than the general population
17
. 
Several patients indicated that their religious faith and beliefs prevent them from developing 
mental illness. Other patients indicated that knowing that Project Access would help them afford 
preventive screenings and other healthcare reduced stress, fear, and anxiety. 
Limitations. We were not able to include patients with limited English proficiency (LEP) 
in the sample, which constituted about 10% of the Project Access population in 2010. However, 
in 1998, there were no patients with limited English proficiency enrolled in Project Access, so 
this omission does not affect the validity of the replication, just the generalizability of the results 
to the LEP portion of the current Project Access population. 
The SF-12 functional status instrument was used at a single point in time for patients 
enrolled in Project Access in 1998 and was therefore used in the same fashion in 2010. Clinical 
trials often use the SF-12 to monitor changes in an individual patient’s functional status over 
time as they receive specific interventions; we are unable to provide this individual data over 
time for our population of patients. We are only able to compare the group of patients in 1998 to 
our patients now and to national norms.  
In addition, patients may overestimate their health status to please Project Access staff 
and their physicians. Alternately, patients could underestimate their health status to increase their 
perceived need of Project Access services. One patient expressed concern answering SF-12 
questions on mental health for fear of being involuntarily committed to a psychiatric facility. 
However, the risk of responder bias seems no higher in 2010 than in 1998.  
Additional limitations include the use of the SF-12 with this population, specifically 
asking about “normal” activities that may not be activities that really are “normal”, such as 
playing golf. Many questions reference interactions between work and health which may not be 
applicable to this population. However, studies have used the SF-12 with low-income uninsured 




 This replication study reveals that the characteristics of patients enrolled in Project 
Access have changed over the past decade. They are currently older, less likely to be employed, 
less likely to have obtained health insurance, more likely to remain in Project Access for a longer 
time, and in worse physical health.  
Private physicians who participate in the Project Access program will need to understand 
that Project Access patients are more likely to be chronically ill than in the past and may require 
Project Access services for longer periods of time. The program was originally intended to 
provide temporary specialty medical services to improve patients’ health so that they could 
return to work and receive health benefits as part of their employment. Indeed data supported this 
in 1998, but no longer seems to be as true. 
A higher proportion of patients are now, as compared to 1998, receiving primary care at 
low income clinic sites rather than from private primary care doctors. This trend is not 
unexpected as the safety net system worked hard to develop multiple clinic sites throughout the 
county for primary care and as the government directed funds toward the establishment and 
expansion of Federally Qualified Health Centers; however, these clinic sites will need to be 
vigilant and continue to enhance the availability and coordination of their services (such as 
expanding to evening and weekend hours, assuring care management services for these complex 
patients, etc.) so that all people can have access to high quality primary care regardless of their 
income
18
. Project Access is already actively working with safety net providers in our community 
to develop strategies to enhance quality primary care coverage.  
The advent of the 2010 Patient Protection and Affordable Care Act (Health Reform) will 
provide insurance to some currently uninsured people, but we anticipate that Project Access will 
continue to be needed by low-income people for whom affordable coverage is not available for a 
variety of reasons, the first of which might be because their employer decides not to offer it and 
takes the penalty instead
19
.  Second, Project Access will provide “wrap-around” coverage for 
lower income people with insurance but whose coverage is not comprehensive enough to cover 
extremely expensive medical needs. Third, people who are able to leave Medicaid for subsidized 
insurance will need a stop-gap measure since employer based insurance often imposes a 
probationary waiting period for new employees and individual insurance typically does not begin 
until the first day of the month following verification of enrollment and receipt of initial 
payment. Finally, undocumented immigrants are not eligible for any public or subsidized 
insurance, and legal immigrants are not eligible for Medicaid until they have been permanent 
residents for five year. 
Health Reform beginning in 2014 will extend Medicaid to all people under the age of 65 
who are at or below 133% of the federal poverty level
19
; in our community these people are 
currently being served at our low income clinics and through Project Access and have 
significantly worse health status than our PA patients in 1998 and the average US person. Thus, 
this group of patients, now being insured, will no longer be eligible for PA services. However, 
Medicaid will then be responsible for a group of people who have substantial health problems 
and poor functional status which could strain Medicaid resources and impose costs that our state 




Socio-demographic characteristics of Project Access patients (2010) and Buncombe County 
residents (2009) 
 
Socio-demographic  2010 Project   2009 Buncombe 
Characteristic   Access sample (n=302) County 
 
% Female   74.1%    52.0% 
Median age   51.5 years   39 years 
Race/Ethnicity 
 White   83.3%    90% 
 Black   11.4%    7.1% 
 Hispanic  2.7%    4.6% 
Education completed 
 High school graduate 39.2%    50.1% 
 Some high school 22.6%    18.9% 














Source of care at time of interview among Project Access patients (2010) and Buncombe County 
residents (2000) 
 
Source of care   2010 Project Access  2000 Buncombe County 
    Sample (n=302)  Community Health 
        Assessment 
 
Private physician  26.2%    80.0% 
Health Department  58.1%    unknown 
Community clinic  6.6%    4.6% 
Urgent care/hospital  1.0%    6.8% 









SF-12* scores for Project Access patients in 1998, 2010 by age group 
 
Age Group   1998   2010  2010 National Norm 
 
Physical Component Summary Score 
18-34   47.57   43.37  53.15 
35-44   40.13   37.12  52.0 
45-54   37.31   31.98  49.35 
55-64   31.88   32.23  46.9 
+65   35.25   38.64  43.94 
All ages  39.91   37.00
§  
N/A 
Mental Component Summary Score 
18-34   44.63   40.33  47.45 
35-44   45.63   42.31  48.79 
45-54   43.87   37.62  49.90 
55-64   45.38   43.11  50.84 
+65   36.02   44.99  51.57 
All ages  44.41   44.03  N/A 
 
 






















Statistically significant differences between Project Access patients in 1998 and 2010 
 
Characteristic     % of patients   % of patients p-value 
in 1998  in 2010 
(n=278)  (n=302) 
 
Sampling Information 
 Contact rate    61.8%   33.7%  0.0001 
 Disconnected phones   10.0%   18.75% 0.0001 
Project Access enrollment status 
 No longer enrolled   51.0%   69.1%  0.0001 
Work status at interview 
 Employed    44.2%   31.0%  0.0014 
 Out of work < one year  4.3%   11.7%  0.001 
 Out of work > one year  7.6%   24.0%  0.0001 
Work status at enrollment in Project Access 
 Out of work > one year  10.0%   29.3%  0.0001 
Effect of Project Access on work status or ability 
 Project Access helped patient  25.0%   8.8%  0.0001 
  return to work 
 Patient unable to return to work 8.0%   15.6%  0.0049 
 Project Access did not affect  26.0%   53.6%  0.0001 
  work 
Health insurance status 
 Insured, no longer enrolled in  46.0%   24.5%  0.0001 
  Project Access 
 Insurance provided by employer 69.0%   13.7%  0.0001 
Source of care 
 Private physician   66.0%   26.0%  0.0001 
 Health Department   24.0%   58.0%  0.0001 
Access to care 
 No doctor visit due to cost,   35.0%   63.3%  0.0001 
among patients no  
longer enrolled 
 Routine check up within one year 89.0%   69.6%  0.0001 
 Routine check up within two years 98.0%   85.0%  0.0001 
 Use of Project Access for  55.0%   67.5%  0.0030 
  specialty services 
SF-12  







Sampling method for 2010 Project Access study 
 
2734 Patients Used Project Access in 2009 (submitted one claim form) 
 
 
1716 patients extensively involved     1018 ineligible patients (only 




33 patients removed for  
being under 18 years old 277 patients removed for having 




1406 eligible patients 
 
 
896 patients called 
    58 wrong numbers 
 
7 numbers belonged to friends,  
unable to get in touch with patient 
302 interviews   168 phones 
completed  disconnected  98 not a good  
time to talk 
11 refusals 6 patients too 






















PCS = Physical Component Summary 
MCS = Mental Component Summary 
 
PF = Physical Functioning 
RP = Role Physical 
BP = Bodily Pain 
GH = General Health  
VT = Vitality 
SF = Social Functioning 
RE = Role Emotional 
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